The role of the restorative dentist is threefold. We have to maintain the teeth and oral hygiene, maintain or improve function and in most cases improve the comfort for the patient.
From the restorative point of view one can divide post-surgery or post-orthodontic cleft palate patients into three groups, and the first group are patients with relatively small gaps which have to be closed prosthetically. Most of the patients in this group wear dentures, often as orthodontic retainers, and many were told to wear the denture day and night, to avoid relapses after movement of teeth or maxillary segments. This causes inflammation of the soft tissues and a general breakdown of oral health. In bilateral cases the premaxilla, which is attached to the nasal septum, has some lateral and vertical movement. As a denture base, this causes irritation and injury to the palatal mucosa. Furthermore, there is the problem of post-orthodontic retention. When this is necessary, it is best carried out by rigid splinting of the maxillary segments. All these factors contribute to the choice of bridgework rather than dentures for the restoration of the dentition in cleft palate patients.
It is not claimed that the occlusion is better or easier nor that the appearance is always better with restoration by bridgework, but bridges definitely add to the general comfort and assist in the maintenance of oral hygiene better than removable dentures would'.
The residual fistula which sometimes remains after surgery is often left uncovered because many of these patients do not mind a fistula and find it no hindrance to eating, drinking or speech.
The classical unilateral and bilateral cases fall into this group and although we have our failures, mainly due to metal fatigue and stress, the success rate is high and bridgework has improved these patient's appearance, function and comfort. The bilateral cases proved more difficult because the rigid connexion of the three segments of the maxilla caused metal fatigue in time. Ramstad-warned that teeth in a vertically mobile premaxilla should not be involved in rigid connexion when this mobility is more than 1 mm. Ignoring this warning and having fixed joints between all retainers and pontics of the bridge, has caused several metal fractures. I therefore changed the design and incorporated a fixed-movable joint between the buccal segments and the premaxillary segment. This improved design contributed to a higher success rate.
With the improvement of surgery by the use of alveolar bone grafting prior to orthodontic treatment, the alveolar base has improved and teeth not only can erupt through the new bone but also be moved through the new bone into their proper position. This obviously minimizes the need for orthodontic treatment. In practice, however, there are often unforseen complications and there will always be some cases where the gap or the occlusion still require prosthodontic treatment to improve the appearance, function and comfort for the patient.
The second group of patients are those whose dental base after surgery and/or orthodontic treatment is not suitable for bridgework. In some of these cases the disproportion of the two dental arches is so great or the gap created by missing teeth so large, that removable dentures are the only means available to improve the occlusion, function and appearance. In order to give the patient more comfort or assistance in the maintenance of an adequate oral hygiene, it is sometimes possible to have a combined prosthesis.
This involves a fixed substructure with a removable denture placed on this base. The substructure usually consists of gold crown retainers with parallel sided outer surfaces and in the gaps a milled gold bar with or without Ipso clips. The denture has complementary gold thimbles which fit over the crown retainers and a cover for the milled bar. Retention is thus considerably improved when compared with a normal denture and a much smaller and firmer denture is the result.
The third group of patients are those who had midface advancement because of the underdeveloped maxilla and difference in size in relation to the mandible. Surgery alone often results in an improvement of the jaw relationship but not the occlusion, particularly in the region of the lesser segment of the maxilla. A denture cannot always deal with the problem of appearance or that of the occlusion. A bridge, therefore, is the appliance of choice.
In cases of alveolar bone loss, or loss of lip support one can extend the pontics by lengthening the root portion and thus creating a base for support of the lip.
Finally, one must always be aware of the importance of communication; it is futile to treat the patient in isolation. There must be contact with the surgeons and orthodontists to establish what treatment the patient has received. The problems of relapses, retention and stability are always with us when treating cleft palate patients. When designing bridges it is important to know whattooth movement has been carried out by the orthodontist sothat the correct choiceofretainers can bemade. Also, supervision by a hygienist is needed to remind and help the patient with the never ending need for maintenance of a good oral hygiene.
